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4440. HOME AND COMMUNITY-BASED SERVICES - BASIS, SCOPE, AND PURPOSE

A. Legislation--Section 1915(c) athe Actauthorizeghe Secretary of Health and Human
Services (HHS) tavaive certain Medicaid statutory requirements to enable you to cover a broad
array of home and community-based services as an alternative to institutionalization. This provision
was added to the statute as part of P.L. 97-35, OBRA 1981 and amended by P.L. 99-272, COBRA
1985, P.L.99-509, OBRA 1986P.L. 100-203,0BRA 1987,P.L. 100-360, the Medicare
Catastrophic Coverage Act of 1988, P.L. 100-647, the Technical and Miscellaneous Revenue Act
and P.L. 101-508, OBRA990. Prior to P.L. 97-35, the Medicaid pro%ram provided little coverage
for long term care services in a noninstitutional setting, but offered full or partial coverage for such
care in annstitution. In an effort to addredisese concerns, 82176 of P. L. 97-35 waacted,
adding §1915(c) to the Act. Aome and community-based services waiver offers you broad
discretion not generally afforded under the State plan to address the needs of individuals who would
otherwise receive costly institutional care provided under the State Medicaid plan.

Additionally, the law specifically provides that a home and community-based services waiver may
include a waiver of the statewideness and comparability requirements of 81902(a)(1) and (10)(B)
of the Act. Under 81902(a)(1) tfie Act, a Stat@lan for medical assistance must beffect
throughout the State. Section 1902(a)(10)(B) requires the plan to provide comparable services (in
amount, duration and scope)alb categorically needy individuals and to each covered medically
needygroupandalso requireshat theservices available to the categorically needy not be less in
amountduration and scope than those available to medically needy beneficiaries. Under a waiver
of these statewideness and comparability requirements, home and community-based services do not
have to be provided throughout the State. You may target home and community-based services to
a limited,select group of eligibles, such as the developmentally disabled. You are not required to
Providethe services tall eligible individualswho require a hospital (see NOTE), NF or ICF/MR

evel of care. Underthe waiver, you may also exclude thoselividuals for whomthere is a
reasonable expectation that home and community-based services would be more expensive than the
Medicaid services the individual would otherwise receive in an institution.

Lastly, §1902(a)(10)(A)(ii)(VI) othe Act authorizes optional categorical eligibility to individuals

who would be eligibleinder the Statplan if they were in anedical institutiorand whowould

require thdevel of careprovided in a hospital, NF or ICF/MR but for the provision of home and
community-based services described in 81915(c) of the Act, the cost of which could be reimbursed
under the Stat@lan. This may include (depending atte Stateplan), but is notimited to,
individuals who would be eligible for Medicaid in an institution because income from parents or a
spouse is not deemed available to them, and individuals who would be eligible for Medicaid under
a special income level if they were institutionalized. (See 42 CFR 435.217 and 42 CFR 435.236.)

NOTE: UnderP.L. 99-509, individuals may participate in a waiver if the%/ require a hospital, NF
0

or ICF/MR level of care. This provision applies to applications for waivers (or renewals
thereof) approved on or after October 21, 1986.
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B. Regulations-HCFA published a final rule with comment period in the Federal Register
on July 25, 1994. This final ruxpands coverage of Medicaid home and community-based services
under 81915(c) of the Social Security Act and responds to public comments that were received as
a result otthe June 1, 1988 publication of a proposed rule. These regulations were codified at 42
E:SFE 440(.3%8(18ubpart A), 42 CFR 440.250 (Subpart B), and 42 CFR 441.300 through 441.310
ubpart G).

4441. HOME AND COMMUNITY-BASED SERVICES - PROCESS

A. Applicability.--The process applies toitial requests for a home and community-based
services walver (including general waiver requests described in 84442 and model waiver requests
described in §4443), to requests for renewals described in 84444, and to requests for amendments
to approved waivers described in 84445, except as may be otherwise specified in those sections.

B. Submission-Send your request for a home and community-based services waiver under
§1915(c) of the Act to:

Health Care Financing Administration
Medicaid Bureau

C4-13-01

7500 Security Boulevard

Baltimore, MD 21244-1850

Submit an originahnd two copies ofhe request. Attach a copy aif required information and
documentation to each copy of the request. Also send one copy of the letter and all attachments to
your HCFA RO. In the letter of request, include the name and telephone number of an individual
who may be contacted with specific technical questions on the request.

C. Timeframes-The law specifieshat the Secretary must approve or deny a request for a
§1915(c)waiver, or request additional information, the 90th day after receipt or theaiver
request will be deemed approved. The date of receipt is the earliest date the request is received by
the HCFA official to whom it is addressed.

While the Department may take the full 90 days to render a decision, HCFA's analysis of the waiver
request and preparation of a recommendation for action must generally be completed by the 60th
day after receipt. It ismperativethat you respond tanformal (I.e., unwritten)requests for
additional information as soon as possible, since such requests do not stop the clock.

D. Additional Information--If HCFA has concernsegarding an initial waiverequest or
amendment proposal whi@rtesignificant enough t@revent approval, but there is a reasonable
expectatiorthat theproblemscan beresolved, HCFA may make a formralquest inwriting for
additional information. When HCFA issues a formal request, this stops the 90-day approval period
thatbegan withreceipt of theState's originalvaiver submissionWhen the response is received,
HCFA again has a new 90-day period to approve or deny the request beginning with the date HCFA
receivegour response. No fimer formal request may be made unless you withdraw the waiver and
submit a revised waiver request.
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HCFA may, however, requesiformal additional information through meetings tetephone
contact. Suclequest cannot stop the clock and as sucdisuslly made only whetine needed
information is expected to resolve the problems preventing approval. Because informal requests do
not stop the clock, it is important that your response be provided to HCFA as soon as possible. The
use of same-day or overnight private delivery services is appropriate in many cases.

E. Effective Date-The effectivedate of anew waiverwill be established by HCFA in
consultation with youbut may be no earlighan the date dfCFA'sapproval action.This also
applies to a renewal request that HCFA has determined is a new waiver request and not a renewal
request. Therefore, it Is suggesthdt youplan your new proposal witbffective dates at the
beginning of a calendar quarter at least 90 but not more than 180 days after receipt of the proposal
by HCFA. Moreover, it is also suggested that the effective date be the first day of the month or of
the calendar quarter to facilitate the reporting of data on the waiver.

Because the effective date of a new request will depend on the date approved, any formal request
for additional information will likely necessitate a revised effective date. An initial approved waiver
continues for a 3-year period from the effective date and may be renewed. (See 84444.)

F. Review of Waiver RequestRequests for new Medicaid home and community-based
services waivers are reviewed by several different components of HCFA CO with respect to each
component's area of sjp@ty. Moreover, the appropriate HCFA RO also reviews each new request
and provides comments for use in developing a recommendation for action. As of October 1, 1993,
HCFA ROs have lead responsibility for waiver renewals and amendments to renewed waivers.

4442. WAIVER REQUEST REQUIREMENTS

In order to provide home and community-based services (not available under your State plan) to
individuals who would otherwisequire institutionalization, any request (except a model request
as detailed in 84443) for a 81915(c) waiver must additbsd the requirements of 884442.1-
4442.11.

44421 Scope of WaiverRequested-Home and community-based services waivers under
81915(c) of the Actllow FFP to be available for a number of servigedudingthose services
outside the State Medicaid plan which are not included in the definition of "medical assistance" in
8§1905(a) otthe Act. However, itnust be demonstratédat theprovision of such services will

enable you to serve recipients at a cost which is not more than the cost of serving such individuals
in a hospital, NF, or ICF/MR (whose costs would otherwise be reimbursed under Kour State plan).
The services proposed to be provided in the waiver must not duplicate services which are provided
under your State Medicaid plarlowever, you may provide services under a waiver similar to those
provided undethe Stateplan where thewre definedifferently under the waiver or where they

differ in amount, duration, or scope from those provided in the State plan.

If you do not intend taffer the services under the waiver to all individuals who qualify for medical
assistance, include a request for waiver of §1902(a)(1) or §1902(a)(10)(B), or both as appropriate.
A waiver of 8§1902(a)(10)(B) is a necessary componeralofaiver proposals. If a waiver is
requested of "statewideness" (§1902(a)(1)), inform HCFfhepolitical subdivisions in which
waivered services will be offered.
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Section 4118 of OBRA-87 provided a technical amendment to specifically provide in 81915(c)(3)
of the Social Security Act for a waiver of 81902(a)(10)(C)(i)(lll) to allow for the use of institutional
deeming rules fothe medicallyneedy. Reinstatement tfis waiver isretroactive to waivers or
renewals approved on or after October 21, 1986.

Application of institutional deeming rules means that income and resources are not deemed to the
recipient from a spouse parent; thusnaking an individual eligibléor Medicaid who might not
otherwise qualify. This allowsyou to cover under home and community-based services waivers
medicallyneedyindividuals who woulchot beeligible for waiver services undehe community

rules, but would be eligible under institutional rules.

You may wish tarequest a waiver of §1902$a)_(10)(C)(i)(III) atlow for the use ofnstitutional
deeming rules for the medically needy population.

If you intend to limit in any way the recipient's freedom of choice to participate in the waiver or to
choosehe provider(s) of service, aB ly separately to HCFA for a waiver of the freedom of choice
provisions authorizednder §1915( §)of the ActSection 2100 describéise procedurefor this
application. Otherwise, the requirements of 84442.7 must be met.

4442.2 Description of Waiver Participant®escribe in thevaiver request who isligible to
receivethe waivered services. Indicate tdedicaid groups (e.g., categoricafigedy, optional
categorically needy or medically needy? to be eligible under the waiver plus any additional targeting
criteria that will be applied, e.g., elderly, mentally retarded. For an eligibility group to be included
under thewaiver, the eligibility group must bencluded under the State plan. The waiver request
must satisfy the following eligibility requirements:

A. Indicate if you wish to inade the optional categorically needy eligibility group authorized
under 81902(a)(10)(A)(ii)(VI) othe Act(individuals who would beligible for Medicaid if they
were in an institution, whbave been determined to need home and community-based waiver
services in order to remain in the community, and who are covered under the terms of the waiver)
|rr1]_th|s waiver and specify which eligibility group or groups you are including under this authority in
this waiver.

B. Allhome and community-based waiver recipients found eligible under 42 CFR 435.217, are
subject topost-eligibility calculations. Explain how the applicable provisions will be applied (see
42 CFR 435.726 and 42 CFR 435.735 and 81924 of the Act) regarding post-eligibility treatment of
income and resources of those receiving home and community-based services who are eligible under
the special home and community-based w bility group (specified in 42 CFR 435.217).
Include theamounts of income to be protected for a beneficiary, spouse, and family and incurred
medical expenseasot subject to copayment by a third party. (This requirement is applicable only
to individuals eligible under the special home and community-based waiver eligibility group.)

Section 9502(e) cEOBRA and §9435(a) of OBRA-86, which apply to waivers or waiver renewals
approved before, on, or after Alorll 7, 1986, provide that you may set your own maintenance needs
deduction amounts fandividualswithout regard tdhe limits imposed by regulations at 42 CFR
435.726c?](1 and 42 CFR 435.735#0)(1). Establismaximummaintenance needs deduction
amount which will not be exceeded for any individual under the waiver, and the maintenance

4-444 Rev. 70



REQUIREMENTS AND LIMITS
01-97 APPLICABLE TO SPECIFIC SERVICES 4442.2(Cont.)

needs deduction amount musbtiased on a reasonable assessment of the individual's needs. Except
for thoserestrictions, you may establishe deduction amount fondividuals atany level you
choose.You may also establish different deduction amounts for different individuals, or groups of
individuals, based on an assessment of each individual's or group's particular needs.

The uppetimits for maintenance needs deduction amounts already established in regulations for
spouses andependent children continue to apply. Howevemyiets the deduction amount for
individuals describedbove, you may establishe deduction amount forspouse or dependent
children based on an assessment of each spouse's or family's needs. (See §83590.9.)

Pending publication of final regulations, spousal impoverishment eligibility rules, specified at §1924
of the Act,may be used for individuals with a community spouse (whose eligibility is determined
under 42 CFR 435.217).

States have an option concernthg application of the post-eligibility rules for individuals with a
community spouse. States may tsespousal impoverishment post-eligibility rules specified at
81924 of the Act or thpost-eligibility rules specified at 42 CFR 435.726 and 435.735. (Spousal
irrlyp(_)t;/_ﬁrishrlnerat post-eligibility rules can be used only if the State is using spousal impoverishment
eligibility rules.

The spousal impoverishment post-eligibility rules provide for a more generous community spouse
and family allowance than threles under 42 CFR 435.726 and 42 CFR 435.735. The spousal
protection rules also provide for a personal needs allowance (PNA) described in 81902(qg)(1) of the
Act for the needs of thmstitutionalized individual. Thigllowance is a "reasonable amount for
clothes and other personal needs of the individual...while in an institution.” For an institutionalized
individual, this can be as low as $30 per month. Unlike the institutionalized individual whose room
and board is being covered under Medicaid, the personal needs of the home and community-based
waiver recipient must include a reasonable amount for food and shelter as well as for clothing. The
$30 monthlyPNA is not a sufficient amount for these needs wtherindividual isliving in the
community.

Therefore, States which elect to treat home and community-based services waiver participants with
community spouses under the 81924 spousal rules must use as the personal needs allowance either
the maintenance amount which the State has elected under 42 CFR 435.726 or 42 CFR 435.735, or
an amountthat the State can demonstrate is a reasonable amount to coveditigual's
maintenance needs in the community.

C. Indicate that services wahly be furnished to those eligible beneficiaries who, but for this
provision, would require the level of care provided in a hospital, NF, or ICF/MR.

D. Indicate that home and community-based services will not be provided to recipients who
are inpatients of a hospital, NF, or ICF/MR.

E. Indicate if youaccegt theoption not to offer home and community-based services to

individual beneficiaries othe basisthat you can reasonably expect thatsbevices would cost
more than institutional services.
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F. Be limited to one of the following target groups or any subgroup thereof:

0 Aged or disabled, or both;

o Mentally retarded or developmentally disabled, or both; or

o Mentally ill.
4442 .3 Definition of Services-"Home and community-based services" means serthegsare
furnished under avaiver granted undehe provisions ofPart441, Subpart G of 42 CFR. The
services may consist of any thfe following services, as defined by the agenityat meet the
standards specified in §4442.4:

o Case management services;

0 Homemaker services;

o0 Personal care services;

0 Adult day health services;

0 Habilitation services;

0 Respite care services;

o Day treatment or other partiabspitalization services, psychosocial rehabilitation
services andlinic servicesi\whether or not furnished in a facility) fandividuals with chronic
mental illness; and

0 Other services reguest_ed tne Medicaid agency and approved by HCFA as cost
effective and necessary to avoid institutionalization.

A. General-

1. Specify which services will be provided under the waiver, and define each service.
Provide at least one of the services listed in §4442.3.

2. The definition of each service must be exhaustive (e.?., a detailed list of each item of
medical equipment that may be provided) or closed-ended (i.e., "only those medical supplies needed
for the respirator-related needs of a respirator-dependent patient”). The definition may not include
such phrases as "including but not limited to . . .," "for example . . .," "including . . .," etc.

3. No service may be provided under the waiver if it is already provided under the State
plan unless the nature or the amount of the service, when provided under the waiver, would not be
covered if provided under the State plan. For example, if the waiver provides for the coverage of
home health aide services, the maximum number of visits allowed under the waiver could be greater
than thelimit contained under the Stgtéan. The amount chargeable for waiver services is that
amount incurred after any limits in State plan services have been reached. Similarly, if the State
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proposed to provide home health asggvices which were defined more broadly than those available
under the State plan, these could be included as waiver services.

4. Defineeachspecific service separatelyMultiple services commonly considered
separate services (e.g., personal care and habilitation services) generally may not be packaged as a
single "comprehensive" service to which one expandefaition is applicable. Further, each
definition must be reasonably related to the common meaningﬁ,) of the service defined. A combined
service definition (bundlingyill be considered if you establighat thebundling of services will
permit more efficient delivery of services and gotnpromise either amdividual'saccess to
services or free choice of providers. (See §4442.8C.2.d.)

5. Assure HCFAhat each "other$ervice, independent of any others, is essential to
prevent institutionalization, and provide a reasonable explanation as to why it is essential.

6. Cost oukach "other'service, documentinthe estimated costs andllization with
actual cost data (e.g., from studies or current price lists), and demonstrate the cost effectiveness of
each. This documentation must be separate from that provided in your overall cost demonstration
using the formula prescribed in 42 CFR 441.303(f).

B. Considerations Related to Specific Services

~ 1. FFP is not available for personal care services or any waiver services when provided
to recipients byegally responsibleelatives, i.e., spouses or parentsmafior childrenwhen the
services are those that these persons are already legally obligated to provide.

2. Services provided by relatives or friends, except as noted in item B.1., may be covered
only if the relatives or friends meet the qualifications for providers of care, there are strict controls
to assure that payment is made to the relativiei@emd as providers only ireturn forspecific
services rendered, and there is adequate justification as to why the relative or friend is the provider
of care,e.g., lack of other qualified provider in remote areas. Medicaid payment may be made to
gualified parents ominor children or to spousésr extraordinary servicegquiring specialized
skills_(g,-g., skilled nursing, physical therapy) which such people are not already legally obligated to
provide.

3. Prevocational, educational or supported employment services may not be provided
under the waiver other than as part of habilitation services as defined below.

However, effective on or afteékpril 7, 1986, you may include in your definition of habilitation
services furnished to individuals whave been discharged from a NF or ICF/MR prevocational,
educational, and supﬁ)orted empleymservices designed to assist individuals in acquiring, retaining,
and improving the self-help, socialization, and adaptive skills necessary to reside successfully outside
an institution. This expandeddefinition of habilitation applies to individuals whtave been
discharged from a Medicaid certified NF or ICF/MR, regardless of when the discharge occurred.
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a. Prevocational services are services aimed at preparing an individual for paid or
unpaid employment but which are not job task oriented. They could include teachinch; a client such
concepts as compliance, attending, task completion, problem solving and safety. They are aimed at
a more generalized result. In distinguishing prevocational services coverable under a waiver from
noncovered vocational services, consider the following criteria. Prevocational service activities:

0 Are provided to persons who are not expected to be able to join the general
work force or participate in a transitional sheltered workshitipin 1 year (excluding supported
employment programs),

o0 Ifcompensated, are compensated at less than 50 percent of the minimum
wage,

. 0 Include activities which are nptimarily directed at teaching specific job
skills but at underlying habilitative goals (e.g., attention span, motor skills), and

0 Arereflected in a plan of care directed to habilitative rather than explicit
employment objectives consonant with the aims outlined in the preceding criteria.

b. Educational servicemespecial education and related services ﬂas defined in
§84(a)(4) of the 1975 Amendments to the Education of the Handicapped Act) (Public Law 94-142)
(20 U.S.C. 140(16) and (17)) to the extent they are not prohibited under §4442.3B3e.

c. Supported employment is paid employment which:

_ _ o Isfor persons for whom competitive employment at or above the minimum
wage is unlikelyand who, because of their disabilities, need intensive ongoing support to perform
in a work setting;

_ 0 Isconducted in a variety oftsags, particularly worksites in which persons
without disabilities are employed; and

S 0 Issupported by any activity needed to sustain paid work by persons with
disabilities, including supervision, training and transportation.

d. Habilitation services do not include special education and related services (as
defined in 84(a)(4) of the 1975 Amendments to the Education of the Handicapped Act (20 U.S.C.
1401(16), {7)) which otherwise are available to the individual through a State or local educational
agency and vocational rehabilitation services which otherwise are available to the individual through
a program funded under 8110 of the Rehabilitation Act of 1973. (See 29 U.S.C. 730.)

In this context "otherwise are available” means that coverage would be denied under a waiver, on
that basis, only if:

o 0 Anindividual is determined eligible for the special educational or vocational
rehabilitation services offered by other agencies, and
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o The individual is actually receiving, or will actually receive, the services
under those other programs.

Therefore, whemabilitation services which include prevocational, educational and/or supported
employment services are furnished under a waiver, you must:

o Describe how yowvill ensurethat prevocational, educational and/or
supported employment serviosgl be furnished only to individuals who have been discharged from
a Medicaid certified NF or ICF/MR who do not have these services available to them, e.g., use of
a trailer code to indicate that a person meets that requirement; and

o Assure HCFA that prevocational, educational and/or supported employment
services are not available to individuals who will receive them under the Rehabilitation Act of 1973
or the Education of the Handicapped Act axglain whythese serviceare notavailable. An
example is an individual who has applied for vocational rehabilitation finenState vocational
rehabiltation agency but hagen rejected because of the protracted length of time that is necessary
to achieve meaningful rehabilitation goals.

4. Institutional respite caie defined as overnight care furnished in a Medicaid certified
institution (hospital, NF, or ICF/MR), foster home, or community residential facility that meets all
relevant State licensure or certification requirements as specified in the waiver. Payment under the
waiver for room and board costs as part of respite care can be authorized only for care provided in
these facilites. Therequesimust assuréhat when respiteare isprovided, payment for other
duplicative services under theaiver is precluded (e.g., payment for adult day care when the patient
IS receiving respite care).

5. Each environmental modificationust have a specific adaptive purpose that provides
accessility and safety. Secalty, environmental modifications may not be shown as recurring costs
for all recigents in years 2 and 3, or in renewals, when it is dleaironly aonetime cost Is
incurred. List environmental modifications exhaustively.

_ 6. Transportation services must be provided by the most cost efficient mode. This is not
intended to require competitive bidding but to assure that the mode of transportation selected is the
least costly practical option, e.g., van vs. ambulette.

7. There must be either an exhaustise of medical suppliesnd equipmento be
provided, or a definition which contains a clear limit on the range of such supplies and equipment.
Moreover, the costs of supplies must be separately determined from the cost of durable equipment
if purchased under the war. Equipment costs often do not recur in each waiver year and may not
be charged to thprogram again until the life of the equipment is considered exhausted. Acquire
durable equipment by the least costly method (rental vs. purchase) dependent upon its anticipated
use.

8. Where you propose to providare in aresidential settinge.g., assistetiving,

residential therapeutic foster care), there must be a clear differentiation between waiver services and
nonwaiver services (e.g., room and board). There must also be a detailed cost allocation strategy
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provided as part of the waiver request to explain how the cost of waiver services in the residential
setting will be determined and segregated from ineligible waiver costs.

9. Recreational activitiemay be covered only to the degree that they are not diversional
in nature and are included in a plan of treatment related to a specific therapeutic goal.

~10. Services such as patient care traimvay be provided to individuals other than the
recipient (e.g., family or close friends) to the extent that they are necessary to enable the recipient
to be cared for outside of an institution.

11. Payment for servicggovided under a home and community-based waiver must be
made directly tdhe provider ofthe services. No paymemay be made tthe recipient or any
entity other than the provider of waiver services except as specified below for costs of rent and food
attributed to an unrelated, live-in personal caregiver. This does not, of course, rule out payment to
an organization which functions as a fiscal intermediary, organized health care delivery system, or
a governmental entity under a voluntary reassignment. (See item 16 below.)

12. Exceptfor respitecarefurnished in a State apg)roved facilttyat is not private
residence (see item 4), FFP is not available for room and bbén reciﬁient as part of a home and
community-based service. Board metimeemeals aday or any othefull nutritional regimen.

Room means hotel or shelter type expemseading allproperty related costs such as rental or
purchase of real estate and furnishings, maintenance, utilities, and related administrative services.

Section 4741(a) of OBRA 1990 providegmat theroomand board exclusion does not include an
amount established by you tdleet the portion of costs of rent and food attributable to an unrelated
personal caregiver who residing inthe same household with an individual whmyt for the
assistance of such caregiver, would require admission to a hospital, NF, or ICF/MR. Unrelated is
defined as someone who is unrelated by blood or marriagieytdegree. A personal caregiver
provides a covered waiver service (as defined in your waiver package) tahmeetipient's
physical, social, or emotional needs (as opposed to senotebrectly related to the care of the
recipient, i.e., housekeeping or chore services). Therefore, when a waiver service is provided by an
unrelated, live-in personal caregiver, FFP is available to the waiver recipient for the additional costs
he/she may incur for thmomand board of such caregivednder Medicaicand SSlrules, for
payment not to be considered income to the recipient, payment for the portion of the costs of rent
and food attributable to an unrelatlge-in personal caregiver must be made directly to the
Medicaid recipient. You mawtilize any reasonable method &pportioningthe cost of rent and

food, subject to review and approval B\XCFA. FFP for live-in caregivers isot available in
situations in which the recipient lives in the caregiver's home or a residence owned or leased by the
provider of Medicaid services.

This provision does not provide any exceptions to other existing Medicaid requirements resulting in

a change in the way andividual's income may be counted in determining Medicaid eligibility or
to allow payment to a recipient rather than a provider of service.
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13. Case managemestommonly understood to be an activity which assists individuals
in gaining access to needed waiver and other State plan services, as well as needed medical, social,
educational, and other appropriate servicegardless othe funding source fothe services to
which access igained. The responsibility fdhese activities restwith a specific person or
organization.Case management services may be used to locate, coordinate, and monitor necessary
and appropriate services and may be used to encoilmagse of cost effective medical care by
referrals to appropriate providers and to discourage ateration of costly services such as
emergency room care for routine procedures. Case management services may also serve to provide
necessary coordination with providers of nonmedical services, such as local education agencies or
department of vocational rehabilitation, when the services provided by these entities are needed to
enable the individual to function at the highest attainable level or to benefit from programs for which
he or she might be eligible.

Case management activities are authorized under a number of payment authorities and appropriate
payments may be made for such servicethéncontext inwhich they areprovided sdong as
duplication of funding is avoided. For example:

_ o Case management may be provided by vendors under §1915(b), (c) or (g)
according to theircumstances dictated by one or another of those sections. In such cases, Federal
payments are at the FMAP rate.

0 Case manage_ment may also be an integral and inseparable part of an otherwise
covered Medicaid service listed in §1905(a). If so, the FMAP is also the appropriate matching rate
since that is the rate that is applied to the services of which case management functions are a part.

o Case management functions may also be performed by employees of the State
Medicaid agency, either in general administrative support of the State plan or to administer a waiver
under 81915(b). In such cases,intching rate is that determined under 81903 (i.e., the 50 percent
administrative match or, if appropriate, one of the premium match rates).

a. Within the context ohome and community-based waiver services, case
management may include (but is not limited to) the following functions:

o Evaluation and/or reevaluation of level of care,

o0 Assessment and/or reassessment of the need for waiver services,
o Development and/or review of the plan of care,

o Coordination of multiple services and/or providers,

o0 Monitoring of quality of care,

o Review of medical necessity of waiver services, and

o Determination of cost effectiveness or waiver services for an individual.

Rev. 70 4-451



REQUIREMENTS AND LIMITS
4442.3(Cont.) APPLICABLE TO SPECIFIC SERVICES 01-97

When you request caseanagement as a home and community-based service, specify the functions
which comprise the service.

b. Claim case management as a service cost at your FMAP rate:

~ (1) For those functions included in the definition of a case management service
as _aﬁproved_ln a home and community-based waiver, regardless of who péni® tions
which comprise them (e.g., State employées State's contractor, waiver provider, or any other
entity),

(2) Whenfurnished by a provider of waiver services (or State plan services)
as an integral and inseparable part of another covered Medicaid waiver or State plan service. For
example, where a home health agency prepares a plan of care for recipients, since the preparation
of these plans is required as a part of home health services, separate payrtientcése
management component is not made but is includddeipayment made for tHeme health
services, or such case management activities are reimbursed as covered home health agency services
such as skilled nursing, home health aide, or

(3) Whenprovided as optional targeted case management services under
81915(g)(1) as part of an approved Medicaid State plan amendment.

NOTE: When any service grovided as a waiver service, any client services which may precede
the patient'sligibility for waiver services cannot weimbursed unlessnduntil, the
client becomes eligible for waiver services.

c. Where case management is not requested as a home and community-based
service,costs attributable to case management funchioag be claimed as State administrative
costs if the functions are not part of any defined waiver service or State plan service, and otherwise
meet the requirements necessary to be considered allowable State administrative costs.

14. FFP is available for day treatment or pati@gpitalization services, psychosocial
rehabiliation services, and clinic servic@ghether or not furnished in a facility) when provided to
individuals whohave beerdiagnosed as being chronically mentally However, these waiver
services may be provided only to individuals age 22 through 64 who would not be in an institution
for mental diseases (IMD) in the absence of the waiver. In addition, FFP would not be available for
these waiver services for individuals under age 22 or over age 64 who, absent the waiver would be
placed in ariMD and you have not opted to include the benefits in 42 CFR 440.160 and 42 CFR
440.140 in your State plan.

15. FFP is not available to faciltipsoviding services in residential settings on days when
waiver recipients are temporarily absent and are not receiving covered waivered services (sometimes
called reserve bed dgysMedicaid payment may be made only for waiver services actually
provided to areligible recipient. Since providers incur fixedosts such as rent, stafilaries,
Insurance, etc., even when a waiver recipieménsporarily absent, you maccount for such
continuing costs when developing payment rates for these providers. For example, rent is generally
paid for a period of 1 month. However, day habilitation services are generally furnished only 5 days
per week. You may take the entire month's rental cost into consideration in setting the rate paid for
services furnished on the days the recipient is present. Similarly, if data show that a
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recipient is served in residential habilitation an average of 325 days per year and the slot is held open
when the reciﬁient Is on a leave of absence, you may consider the entire yearly cost to the provider
when establishing its rate of payment. However, in the rate setting process, it must be assumed that
a facility will not have a 100 percent utilization rate every day of the year. Consequently, payment
rates are established Hividing the provider's total allowable costs bye number of Medicaid

patient days you estimate recipients will actually utilize.

16. A variety of waiver services may be provided by an organized health care delivery
system(OHCDS) An OHCDSmust provide at leasbne service directlyutilizing its own
employees) and may contract with other qualified providers to furnish other waiver services. When
you use an OHCDS, your ptider agreement is with the OHCDS. Since it is the system itself which
acts as théedicaid provider, it is not necessary fach subcontractor of &dHCDS to sign a
provider agreement with the Medicaid agencK. However, subcontractors must meet the standards
under the waiver to pride waiver services for the OHCDS.) When utilizing an OHCDS to provide
waiver services, payment is made directlythe@ OHCDS and the OHCDS reimburses the
subcontractors. Waiver providers may not be restricted to participating only through an OHCDS.
Such an arrangement must be voluntary.

4442.4 Safeguards - Assuranaasd DocumentatiarProvide thefollowing assurances and
supporting documentation:

A. Assurances-Provide an assurance that necessary safeguards have been taken to protect
the health and welfare of the recipients of the services. The safeguards must include:

_ 1. Adequate standards feach type oproviderthatwill provide services under the
waiver;

2. Thatany applicable State licensure or certification requirements are met for services,
individuals, or entities furnishing services provided under the waiver; and

3. Thatall facilities covered by §1616(e) of the Act, in which home and community-
based servicesill be provided,are incompliance with applicable State standaius meet the
requirements of 45 CFR Part 1397 for board and care facilities.

B. Documentation-

1. Identify the tyﬁe of provider who Willdprovide each waiver service and supply HCFA
with a legible copy of the health and safety standards applicable to each provider type. When the
only provider requirement is licensure or certification, provide only the applicable State or Federal
law or regulatory citation. It is not necessary to provide copidbeoftatutory oregulatory

licensure or certification standards. For each service that requires provider standards other than, or
in addition to, State or Federal licensure or certification, you must specify the applicable educational,
professional, or other standards that you require for each service provider.

2. If waiver servicesvill be provided in facilitiescovered by 81616(e) of the Act,

identify the Keys amendment standards which govern each of these of facilities. It is not necessary
to furnish copies of the Keys amendment standards. However, these copies must be readily
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available at the Medicaid agency to be provided to HCFA upon request. Although you must provide
the assurance cited abonegardless of whether serviossl be provided in such facilities, if no
waiver services will be provided in the facilities, include a statement to that effect.

3. The health and safety standards included must be provider specific. Explain how the
standards will assure recipients' health and safety.

4. Proposed or draft standards are not acceptable.

5. Provide a description of how you will implement and monitor the enforcement of the
health and safety standards. Yare required tanclude the results of such monitoring efforts as
part of your required annual report (Form HCFA-372).

o 6. Indicate if you have licensure or certification requirements for any services (or for
individuals who furnish these services) provided under the waiver. If so, explain to which providers
or individuals they apply.

~ 7. FFP isnot available for waiver services furnished by providers wi®not in
compliance with the standards approved as part of a waiver for the period in which the provider is
noncompliant.

NOTE: Provider standds are the criteria which a provider must meet in order to provide waiver
services. In order for the standards to be adequate, they must describe the qualities and/or
characteristics which assure the provider's capability to perform the service in a safe and
effective manner, e.g., training, education, experience, professional credentials, licensing
and/or certification or physical plant. Providers may not be required to furnish services
statewide since this is unnecessary to assure services are performed in a safe and effective
manner.

44425 Evaluations - Assurances and Documentation

A. Assurance-Include the assurance that the agenitlyprovide for an evaluation (and
periodic reevaluations) of the need for the level of care provided in a hospital, NF, or ICF/MR, as
defined by 42 CFR 440.10, §1919(a? of the Act, and 42 CFR 440.150, respectively, when there is
a reasonable indicatiahat individuals mightneed such services the near future but for the
availability of home and community-based services.

NOTE: Evaluatiormeans the review of a client's condition to determine whether he/she requires
the level ofcareprovided in a hospital, NF, or ICF/MR as defined by 42 CFR 440.10,
§1919(a) of the Act, and 42FR 440.150, respectively, arttierefore whether he/she
may participate in the waiver. Periodic reevaluations mean a review, at least annually, to
determine a recipient's continued need for the level of care described above.

B. Documentation-

1. Ifused, describe the factors in addition to the hospital, NF, and ICF/MR level of care
requirements as part of your client evaluation and reevaluation process.
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~ 2. Include a copy of the written evaluation and reevaluatsirument used to
determine the level of care and describe how the evaluations and reevaluations will be made.

3. Describethe party or partiesesponsible for the evaluation and reevaluation, their
gualifications, the factors they will use to evaluate and reevaluate the recipient's need for a hospital,
NF, or ICF/MR level of care, and when evaluations and reevaluations will be made. This includes
the criteria used to determine level of care.

_ 4. The evaluation and reevaluation instrumenist be final. Drafts or proposed
instruments are not acceptable.

5. Indicate whether the evaluation and reevaluation instrument and process is identical
to that used for hospital, NF, or ICF/MR admissions. If it differs, explain how and why it differs and
provide an assurance that the outcome of the new evaluation/reevaluation form is reliable, valid, and
fully comparable to the form used for hospital, NF, or ICF/MR placement.

6. Include theagency's procedure to ensure the maintenance of written documentation
on allevaluations and reevaluations and the procedure to ensure reevaluations of need at regular
intervals. Include an explanation of how, where, and for lomg you will maintain written
documentation of all evaluations and reevaluations. (In accordance with 45 CFR Part 74, Subpart
D, written documentation of all evaluations and reevaluations must be maintained, at a minimum,
3 years from the submission of each Form HCFA-372.)

7. Indicatethat the cost of thelient evaluationwill not be considered a cost
reimbursable undehe waiver unlessanduntil, the recipient iseceiving waiver services. Costs
associated with nonwaiver eligibles may not be claimed or reported as waiver service costs. Such
costs, however, may be claimed as administrative costs as activities necessary for the proper and
efficient administration of the State plan.

4442.6 Plan of CareExplain in detail how the statutory requirements (81915(c)(1) and (4)) for
an individual written plan of care will be met:

0 Include in the plan of care an assessment of the individual to determine the services
needed to prevent institutionalization.

NOTE: The ternfassessment” means an examination of an individual who has been determined
(through anevaluation) to meet thievel of carerequirements for participation in a
waiver, to determine what waiver servi@e needed to prevemistitutionalization or
whether waiver services constitute an acceptable alternative to institutional care.

0 Describe the content of the plan of care and make clear that it includes the medical
and other services to be given, their frequency, and the type of provider to furnish them.

NOTE: FFP is not available for waiveervices which are furnished without a written plan of care.
0 Include in the waiver request a description of the qualifications of the individuals who

will be responsible for developing the individual plan of care and specify the type of provider that
will develop the plan of care.
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~0 Indicate in the waiver request that the written plan of care is subject to approval by
the Medicaidagencyand specify the extent to which you will review plans of care.

o Effective April 7, 1986, the State agen@dministeringthe Medicaid plan may,
whenever appropriate, ent@to cooperative arrangementith the State agency responsible for
administering the program for children with special health care needs under title V, the Maternal and
Ch“%l Health Block Grant, in order to assure improved access to coordinated services to meet their
needs.

4442.7 Freedom of Choice - Assurances and Documentation

A. Assurance-Include the assance that when a recipient is determined to be likely to require
the level ofcare ‘orowded in a hospital, NF, or ICF/MRhe recipient orhis or her legal
representative will be:

o Informed of any feasible alternatives available under the waiver; and
o Given the choice of either institutional or home and community-based services.

NOTE: Feasiblalternatives may only be determined after the assessment of an individual's care
needs and an evaluation of levelcafe. Thus, it isnot expected that dient will be
offered waiver services if the assessment indicates he or she cannot be adequately served
in the community.

B. Documentatior-Provide a description afhe agency's plan foinforming eligible
recipients of the feasible alternatives available under the waiver and allowing recipients to choose
either institutional services or home and community-based services as part of the waiver request.
Include how the client's free choice will be documented.

State in the waiver request that the agency will provide an opportunity for a fair hearing under 42
CFR Part431, Subpart E, to beneficiaries who are not given the choice of home and community-
based services as an alternative to hospital, NF, or ICF/MR services, or who are denied the service
or provider of their choice.
4442.8 Cost Effectiveness - Assurances and Documentation
A. Inyour request, assure that
1. The average per capita fiscal year expenditures under the waiver will not exceed 100

ercent of the average per capita expenditures that would have been made in that fiscal year for the
evel ogcareprowded In a hospital, NF, 8€F/MR under the State plan had the waiver not been
granted.

a. These expenditures must be reasonably estinaatdddocumented by the
agency; and

b. The estimates must be annualized and cover each year of the waiver period.
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c. In making estimates for a waiver that applies only to individuals with a particular
illness (e.g., AIDS) ocondition (e.g., chronic mental iliness) who are inpatients of, or who would
require the level of care provided in, a hospital, NF, or ICF/MR, you may estimate the average per
capita expenditures for such individuals without including expenditures of other individuals who are
inpatients of applicable hospitals, NFs, or ICFs/MR.

d. Effective December 22, 1987, when making estimates for a waiver that applies
only to individuals with developmental disabilities ware inpatients of a NF but have been
determined, on the basis of your evaluation, to need an ICF/MR level of care, you may estimate the
average per capita expenditures that would have been made in a waiver year for those individuals
under the Statplan based othe average per capita expenditures for inpatients dCBMR
without regard to the availability of beds for such inpatients.

NOTE: Theiscal year of a waiver program starts with the effective date of the waiver and ends
12 months later.

2. The agency's actual total expenditures for home and community-basethend
Medicaid services provided to individuals under the waiver will not, in any year of the waiver period,
exceed theamount thatvould be incurred by Medicaid for these individuals in a hospital, NF, or
ICF/MR in the absence of a waiver.

B. General Documentation

_ 1. Estimates of average per capita expenditures must cover each year of the term of the
waiver.

2. Allformula factors must be labeled, formulas worked to solution, and the arithmetic
must be correct.

3. The cost per unduplicated recipient determined using the formula must be less with
the waiver than without the waiver or both per recipient costs must be equal. In waivers estimatin
little or no cost savings, describe the fiscal controls to be put in place to preclude expenditures whic
would exceed institutional costs.

4. Provide a formula for eadével of care and in the aggregate. For example, a request
proposing to deinstitutionalize residents of both hospitals and NFs must include three formulas for
each year of the waer: one for hospital recipients, one for NF recipients, and one in the aggregate.

~ 5. The estimates must be reasonable, based on statistically sound and valid procedures,
and verifiable. Present your data on the basis of the average cost per unduplicated recipient.

Unduplicated recipientsfiers to the total number of recipients receiving services referred to in each
of the fornula elements othe simplified formula. Youneed to knowthis number in order to
compute the average per capita cost for each of the formula elements. An "unduplicated” recipient
is only counted once for purposesddterminingthe average per capita cost gachformula
element. Thus, when an individual is served under any single formula value category on multiple
occasions during the year, he or she is counted as one unduplicated recipient in the applicable
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singleformula value category. For example, a recipient who receives waiver services during the
waiver year and leaves the waiver but returns to the waiver in the same waiviercgesited as
one recipient for purposes of determining formula values C, D, and D' in that waiver year.

6. In developing the average per capita cost estimates, use actual data on costs as reflected in
your most ecent Form HCFAR082. Waivers that are targeted to individuals with a particular illness
or condition are exempted frothis requirement and instead you must document actual costs for the
target population. Explain adyscrepancies with the Form HCFA-2082. Resolve discrepancies due
to erroneous Form HCFA-2082 reports by submitting a revised Form HCFA-2082 prior to approval
of the waiver proposal to:

Office of Medicare and Medicaid Cost Estimates
Office of the Actuary

N3-26-00

7500 Security Boulevard

Baltimore, MD 21244-1850

NOTE: Forrenewals, HCFA compatb® average per capita cost figures to the most recent Form
HCFA-372 orHCFA-372(S)data. For renewa re(iuesthat do not have average per
capita cost figures for the appropriate institutional level of care in its Form HCFA-372 or
HCFA-372(S), yowvill need to document thoroughly your basis for your estimates of the
average per capita cost of the appropriate institutional level of care.

7. Inestimating cost and utilization for home and community-based services, use actual
data for themost recenyear before thevaiver takesffect when suchlata isavailable.Also,
provide the assumptions on which estimated utilizationbssed and the source of research
supporting those assumptions (e.g., demonstration studies, etc.). Similarly, cost out each service to
be providedjncludingthe unit cost ofeachservice and the projectedilization of eachservice.
Furnish all assumptions driving such cost/utilization estimates and the source of any data or research
supporting those assumptions.

8. OBRA 1990 permits you to estimate yoaverage per capita institutional
expenditures in waivers that apply to individuals with mental retardation or a related condition and
who reside in an ICF/MR at th@mne it is terminated, by determinirthe average per capita
expenditures thawvould have been made in a FY for these individuals without regard to any such
terminations. You may ugbe ICF/MR costs that would have been incurred in these terminated
facilties. This provision applies as if included in the enactment of OBRA 1981 but applies only to
facilities decertified on or after November 5, 1990.

9. Do not provide data for institutional groups not included in the waiver.

C. Cost Effectiveness FormudDemonstrate the cost effectiveness or cost neutrality of the
requested waiver by satisfying the following equation:

D+D < G+G
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For the equation to be considered acceptable, the factor values have to meet the requirements and
definitions indicated below.

NOTE: Ifany ofthe following requirements are not met, the differences must be fully explained
and documented. All average per capita cost estimates must be based on statewide data
except in waivers that appl?/ only to individuals with a particular illness or condition who
are inpatients of, or would requitbe level of care provided in, a hospital, NF, or
ICF/MR. In the latter case, the average per capita cosysbe based aime specific
costs attributable to the involved clients.

For waiversthatapply only to individuals with a particular illness or condition and who

are inpatients of, or would requitbe level of care provided in, hospitals, NFs, or

ICFs/MR, youare not required to use the entire patient population. The estimates may

be based on only the number of such inpatients of the hospitals, NFs, or ICFs/MR, who

are comparable to theaiver groupbut not expected to bmcluded inthe waiver

gro_gra(ljm. Provide detailed documentation describing ribe datafor the group were
erived.

1. C Value--The C value reflectshe estimated annual unduplicatedmber of
individuals whoare expected to receiv®me and community-based services uridewaiver.
Althoughfactor C is not a part of the revised cost neutrality formula, you are required to indicate
the number of unduplicated waiver individuals you intenddrve in each year of theaiver
program. You must anticipate that individuals may leave the waiver program during the course of
any waiver year. Therefore, estimateshef C valuemust include an adjustment teflect both

hase in and phase out of particular clients throu?hout each waiver year. Although it may be useful
or you to conceptalize your waiver population in tull year equivalents or waiver slots, the C value
submitted must be adjustedreflect an unduplicated recipient cowwttich incorporates clients
turnover expectations.

The C value constitutesliait on the size ofthe waiver program.This number may be revised
through anamendment request when you determine that you need to increase or decrease the
number of individuals you estimate you will serve under the waiver.

2. D Value--The D value must equal the estimated annual average per capita Medicaid
cost for home and community-based services for individuals in the waiver program. For the D value
to be acceptable:

a. The D value must be broken out into unit cost and utilization components, both
of which must be fully explained and documented. Also, identify the unit, e.g., day, hour, month,
trip, etc. All estimates must reflect whole numbers of persons and services, fractions of persons or
services are unacceptable.

b. The cost component must include a qmstunit of service foeachservice
rendered. The cost per umiiust be reasonably estimated. (See 84441.3 regarding the room and
board component of services provided by live in caregivers.)
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Any increase projected in the unit cost per service must be demonstrated to not exceed the Medical
Consumer Price Index unless a higher rate can be justified.

c. The utilizationcomponent to be applied to unit cost must include a utilization
rate for eacimdividual type of service. The utilization rate must be reasonably estimated based on
a comparable population. In waiver renewal requests, HCFA expects utilization trends established
during the waiver to be documented and continue through the renewal period.

d. If bundiing of services iauthorized, you must document the cost and utilization
of each cormponent service thabakes up the bundled service to support the final cost and utilization
of the bundled service used in the cost effectiveness or cost neutrality formula.

_ e. For eaclservice multiply the unit cost times the utilization rate to derive the
service cost per recipient. (See NOTE.S)

f.  Multiply the service cost per recipient by the number of recipients expected to
need each type of service to obtain an overall cost per service.

. 0. Add together the overall cost per service for all services to obtain an overall cost
for waiver services.

~h.  Divide the overall cost of waiver services by the C value as defined in subsection
C.1. to obtain the D value. (C X D) equals the overall cost of waiver services in step g.

I.  The following is anexample of howthe derivation of the D valumay be

displayed:
Waiver Unit No. of Recipients Average Units Per  Total
Services  Cost Receiving Services Recipient (Adjusted Cost

for Client Turnover/
Average Length
of Stay)

NOTE: The D value irthe cost effectiveness/neutralityrmula musttake into account the
expected phase in and phase out of unduplicated recipients throughout each waiver year
in order to reasonably estimate the per capita cost of waiver services.

3. D'Value--The D' value must equal the estimated annual average per capita Medicaid
cost for all services other than waiver services that are provided to individuals in the waiver program
including expande®&PSDT serviceand institutional costs when a person leahesvaiver for
institutionalization and returns to the waiver in the same waiver year. If you include a waiver service
that is also covered under the Stalen and definghe servicadentically except forutilization
limits, the State plan services, up to the imposed limit, would be included under D'. The
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services provided under the waiver that exceed the State plan utilization limits would be included
under factor D as waiver costs. The D' factor also includes all State plan services that are
provided to individuals while they are also receiving waiver services. For the D' value to be
acceptable:

_ a. An explanation with supporting documentation of how the D' value was
derived must be provided.

“b. The D' value must equal or exceed the G' value as defined in 84442.8. Where
the D' value is less than the G' value, the difference must be fully explained and documented.

4. G Value--The G value must equal the estimated annual average per capita Medicaid
cost for hospital, NF, or ICF/MR care that would be incurred for individuals served in the waiver,
were the waiver not granted. For the G value to be acceptable:

a. The G value must be reasonably related to the total cost for the level of care (from
the Form HCFA-2082) divided by the annual number of unduplicated recipients. For waivers that
apply only to individuals with a particular illness or condition, you may use estimates based only on
that particular group. You must provide an explanation with supporting documentation of how the
value was derived.

~ b. The projected first year G value must not deviate substantially from previous year
trends. Any inflation adjustment must be no greater than the current Medical Consumer Price Index
(MCPI) unless a higher rate is fully justified by the State.

NOTE: See 84442.8.B.8 regarding the inclusion of costs of terminated ICF/MR beds.

5. G'Value--The G' value must equal the estimated annual average per capita Medicaid
costs for all services other than those included in factor G for individuals served in the waiver, were
the waiver not granted. The G' value includes expanded EPSDT services that are not accounted for
in the G value. For the G' value to be acceptable:

a. An explanation with supporting documentation of how the G' value was derived
must be provided.

b. The G' value must be legn or equal to the D' value as defined in §4442.8
unless fully explained and documented.

c. In situations where a waivaill provide services to individuals who although
requiring a NF level of care are hospitalized because NF placement is not possible, the actual cost
of caring for thesendividuals in a hospital should be shown in this valUdnerefore, in this
jsit?ation,é?e G' value would be the weighted average of all other State plan services not included
in factor G.
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6. Computation of Expenditures for Individuals With a Particular lllness or Condition
For a waiver that applies only to individuals with a particular illness or condition who are inpatients
of, or require the level of careprovided in, hospitals, NFs, or ICFs/MR, you may determine the
average per capita expenditures that would have been made in a waiver year for these individuals
under the State plaseparately from the expenditures for other individuals in the affected hospitals,
NFs, or ICFs/MR. That is, for waivers directed at any specified ?roup, you may make expenditure
estimates specific to that group of patients who are inpatients of Medicaid certified hospitals, NFs,
or ICFs/MR distinguished by illness or condition, regardless of the costs for those inpatients in the
respective certified facilities. While this method nieyused, you are not precluded from using the
usual method of estimating avergmgr capita expenditures, e.g., include the cost of all Medicaid
recipients. AIDS or AIDS related conditions are examples of a particular illness or diagnosis, while
chronic mental illness or ventilator dependency are considered examples of conditions.

This provision applies to current inpatients of Medicaid certified facilities and is effective for new
waivers and renewals of waivers approved oaftar October 21, 1986Previously, under the
authority of 89502 d? of COBRA (P.L. 99-272), the use of other than statewide data was restricted
to the physically dabled and was effective for services furnished on or after August 13, 1981. The
COBRA provision was superseded by §9411(a)(3) of OBRA 1986 (P.L. 99-509) which expanded
the authority to use less than statewide data for individuals with a particular illness or condition who
are deinstitutionalized. Section 8437 of the Technical and Miscellaneous Revenue Act of 1988 (P.L.
99-5009) further expanded @BRA 1986 provision by clarifying that less than statewide data may

be used for waivers serving individuals with a particular illness or condition who are inpatients in or
who would requirghe level of care in ahospital, NF, or ICF/MR. This provision is effective for
waiver applications submitted before, on, or after November 10, 1988, the date of enactment of the
Technical and Miscellaneous Revenue Act of 1988.

7. Effect of the Preadmission Screening Requirement on Cost Estirtaiesvaivers
serving individuals with mentaktardation or a related condition, you may revise your per capita
cost estimates to take into account increases in ICF/MR costs resulting from implementation of the
preadmission screening requirement. lteipected that increased cosesulting from the
preadmissiorscreening requiremeiatffect your estimate dbrmula value G. This provision is
effective for expenditures made on or after January 1, 198§. revisions to youper capita
expenditure estimates for this purpose must be made through the usual amendment process.

4442.9 Annual Report - Assurance and Documentation
~ A, Assurance-Include the assurance thatnuallythe agencywill provide HCFA with
information on the waiver's impact. The information must be consistent with a data collection plan
designed by HCFA (currently Forms HCFA 372 and/or 372(S)) and must address the waiver's impact
on:

1. The type, amount, and cost of services provided under the State plan; and

2. The health and welfare of recipients.

4-462 Rev. 70



REQUIREMENT AND LIMITS
01-97 APPLICABLE TO SPECIFIC SERVICES 4442.10

B. Forms HCFA-372 aB72(S)--The first year Form HCFA 372 or Form HCFA 372(S) report
must be submitted on or before the 18th month after the effective date of the waiver. Subsequent
reports for years 2 through 5, as applicable, are due on or before 6 months after each anniversary
date (the 30th, 42nd, 54th and 66th month, respectively, after the effective date of the waiver).

C. Documentation-Describe your system for collecting the information needed to complete
required HCFA reports.

4442 .10 Financial Accountability - Assurance and Documentation

A. Assurance-Include the assurance that thei# be financial accountability for funds
expended for home and community-based services, provision will be made for an independent audit
of your waiver prograngexcept as HCFA may otherwise specify for particular waivers), and that
you will maintain and make available tdHS, the Comptroller General, oother designees,
appropriate financial records documenting the cost of services provided under the waiver, including
reports of any independent audits conducted.

B. Documentation-
1. Accountability--

~_a. Assure HCFA that yowill maintain and require providers of these services to
maintain financial accountability for funds expended for these services.

b. The Medicaid State Agency is directly accountable for expenditures made for
Medicaid home and community-based waiver services irrespective of the involvement of any other
State agencies ithhe administration othe waiver or the provision of waiver services. Where the
administration of a waiver depends on agreeméstsveen State agencies, copies of those
agreements must be submitted with the request for a waiver. The absence of an agreement needed
to document the satisfaction of a required assurance may be considered by HCFA to be equivalent
to the absence of the assurance.

c. Describe the records and information that will be maintained to support financial
accauntability and inform HCFA how you will meet the requirement. In accordance with 45 CFR
Part 74, Subpart Decords and information to support financial accountability must be maintained,
at a minimum, 3 years frothe submission okeach FormHCFA-372 or HCFA-372(Sjeport.

Explain how these records will ensure that there is an audit trail for all State and Federal funds. The
?udFitFtlgail must begin ahe point of service tahe beneficiary anébllow through tothe claim
or :

. d. Usethe Medicaid Management Information System (MMIS) to track the costs
of waiver services. If you do not have a MMIS, provide a detailed description of the audit trail.

e. Indicate that providers will be advised of their accountability for funds.
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2. Independent Auditif you conduct an audit under the provisions of the Single Audit
Act of 1984 (P.L. 98-502), the cqtetion of such an audit will be deemed to satisfy the independent
audit requirement. If you do not conduct an audit under the Single Audit Act, the following applies.

a. HCFA may exempt you from meeting this requirement if yequest it and
justify the basis forthe exception; for example, by demonstrating that the cost ot the audit would
exceedthe potentiakavingsthat would accruefrom the waiver program. Documentation must
include a statement ofie proposedost as provided (and signed) by the organization who would
performthe audit and aescription othe relationship otthatorganization tdhe Medicaid State
Agency (MSA).

b. In order to meet the independent audit requirement contained in 42 CFR
441.302b), the audit must be performed by an independent auditor. An "independent auditor,” as
defined in section 5.f. of OMB Circular A-128 Audits of State and Local Governpreatmns:

o ﬁl) A State or local government auditor who meets the independence standards
specified in generally accepted government auditing standards, as defined in Chapter IV. B. of the
Standards for Audit of Government Organizations, Programs, Activities, and Fundegaekped

by the Comptroller General, dated February 27, 1981; or

(2) A public accountant who meets such independence standards.

The waiver request or renewal requestst indicatevhether the audivill be performed by an

entity outside of State government. If it is not to be performed by an outside entity, the request must
indicate who would perform it, provide a description of hbtw entity related to thBISA, its
umbrella agency and any other State agency with any responsibility for the waiver, and indicate to
whom the entity reports within State government.

c. The auditors must verify that:

él) Only allowable home and community-based services waiver expenditures
under an approved waiver are being claimed for FFP on the Form HCFA-64.

_ ~ (2) Youare correctly reporting all your home and community-based services
waiver expenditures on the Form HCFA-64.

d. The audit must be made in accordance with standards for governmental auditing,
applicable Federal statuteggulations,and policy issuancesand your approved home and
community-based services waiver. It must also include tests of the accounting records and other
auditing procedures as deemed necessary. At a minimum, the audit must cover the following:

(1) Your system for reimbursing home and community-based waiver services,
especial(lgl the procedures employed in accumulating expenditures for the purpose of preparing the
Form HCFA-64. Thisincludes aest of eithemll claims or a sample of claims made on the Form
HCFA-64 tothe source documentation and/exificationthat you aremaintaining allrecords,
information, and gaporting documentation to assure financial accountability in accordance with 42
CFR 441.301(b).
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_ (2) Home and community-based services providers, including a verification that
the reimbursement rates were established and adjustments made in accordance with the approved
methodology, that servicegere actually provided and billings are specific to eligible recipients, that
the services were actually reimbursed at the appropriate rate for the correct number of days and in
accordance with the providagreement, and that documentation exists to support all of these items.
HCFA expects the auditors to make on site visits to the providers.

_ _ ~ (3) The eligibility of your home and community-based services recipients,
including a verification that eligibility has been established as of the effective date of the waiver and
thateligibility is supported by care record documentation. In conjunction with the verification of
provider billings, ensure that the recipient's case record supports services provided and billed.
(4 Your home and community-based services waiver reporting on the Form
HCFA-64, includhg a verification of the information reported on the Forms HCFA 64.9 and 64.9p,
Line 1.R., and a verification that allaiver costs have been reported as such in those two sections
(as opposed to being claimed elsewhere on the Form HCFA-64).
e. The final audit report is generally structured as follows:

o Background,

o0 Purpose and Scope,

o Findings,

o Conclusions,

o Recommendations, and

0 Supporting Attachments/Appendices.

f. ~ The independent audit must cover the period up to the final year of the waiver
and must be completed and made available to HCFA no later than 90 days before the expiration of
the waiver.

You mayhave eachvaiver year audited separately or may have several years combined into one
audit.

When awaiver expires or is terminatethe independent audit @il payments made under the
waiver is due within one year after the date of termination.

Submit copies of the final audit report to:
0 Associate Regional Administrator, Division of Medicaid, HCFA, and
o Director, Medicaid Bureau, HCFA
4442.11 Independerissessment othe Waiver--Indicate whether yowvill provide for an

independent assessment of the waiver that evaluates the quality of care provided, access to care, and
cost effectiveness of the waiver.
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For theassessment to be considered independent, it may be performed by ancousletor,
university, or other entity outside tife Stategovernment. It may also be performed by another
entity within the State government that is not responsible to the Medicaid State agency or the agency
responsible for administerintpe waiver program (includingnother administrativgpart of an
_umt?rella agen)cy in the State of which the Medicaid agency or the agency administering the waiver
is also a part.

For example, a State which has an audit or assessment office that does not report to the MSA or any
other agency with any responsibility for the waiver ma?/ perform an independent assessment even
if that audit or assessment office reports to the umbrella agency incorporating the MSA.

The request must indicate the organization to perform the assessment and describe its relationship
to the State. The waiver request or renewal request must indicate whether the assessment is to be
performed by an entity outside of State government. If it is not to be performed by an outside entity,
the require must indicate the entity to perform it, provide a descriﬁtion of how the entity relates to
the MSA and any other State agency with any responsibility for the waiver, and indicate to whom
the entity reports within State government.

The results of the assessment must be submitted to HCFA at least 90 days prior to the expiration of
the approved waiver period and must cover the period up to the final year of the waiver.

Submit copies of the final assessment report to:

0 Associate Regional Administrator, Division of Medicaid, HCFA, and

o Director, Medicaid Bureau, HCFA
The assessment should verify that:

0 Thewaiver is cost effective/neutral for each year of its existence. For example, you may
include a valid statisticadampling ofrecipients under thevaiver to asseshie need fompatient
services in a hospital, NF, or ICF/MR or to ensure that without the waiver there is medical evidence
to support institutionalization.Through this samplingyerify that recipientsare given proper
information as to their choice of institutional services or home and community-based services.

0 Necessary safeguardee in place to ensure the health and safety ofettipient. For
example, you may include a verification of a valid statistical sample of providers in the assessment
and a further verification of quality of care furnished to the recipient population.

o Individuals receiving waiver services are in fact Medicaid eligible.

o  The appropriate target groups are being properly claimed in accordance with the law and
regulations.

4443. HOME AND COMMUNITY-BASED SERVICES - MODEL WAIVER REQUEST
A. Background-Under the authority of OBRA 1981 (P.L. 97-35) and amended by P.L. 99-

272, COBRA, P.L. 99-509, OBRA 1986, P.L. 100-203, OBRA 1987, P.L. 100-360, the Medicare
Catastrophic Coverage Act of 1988, P.L. 100-647, the Technical and Miscellaneous Revenue Act
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of 1980 andP.L. 101-508 0BRA 1990, yowcan offer,through a Secretarial waiver, home and
community-based services to individuals who otherwise would require institutionalization. Interim
final regulations implementing these provisions were published in the Federal RegiStetober

1, 1981. Final regulationsvere published ithe FederaRegisteron March 13, 1985yhich
amended the interim rules. A notice of proposed rule was published on June 1, 1988 and a final rule
with comment period was published on July 25, 1994 which incorporated the legislation noted above
and comments received as a result of the notice of proposed rule. Further, 81902(a)(10)(A)(ii)(VI)
of the Act, as added by 8137(b)(7) TEFRA 1982, permits coverage as optional categorically
needy for the individuals who will receive home and community-based services under the waiver,
and who, if theydid not receive home and community-based services, would require institutional
care. For example, if an individual would qualify for Medicaid in the institutional setting because
the income of the parents or of a spouse was not deemed available to the individual, you may elect
this optionalcoverage groupnd apply thessame deeming rules when determining eligibility for
home and community-based serviceshis option allowsyou to eliminate situations where
individuals must remain institutionalized to retain Medicaid eligibility even though the recipient could
receive the necessary services at home and at a lower cost to Medicaid.

Section 4118 of OBRA 1987 amended §1915(c)$3bhefAct toprovide for a waiver of the
community incomeand resource requirements for timeedically needy, as specified in
§1902(a)(10)(C)(i)(I) of the ActReinstatement of this waiver is retroactive to waivers or renewals
approved on or after October 21, 1986.

Waiving of thecommunity incomeand resource requirements for timedically needyallows
individuals whomight not otherwisegualify for Medicaid under community rules to qualify. For
example, by waiving the requirements specified at 81902(a)(10)(C)(i)(lll) of the Act, income is not
dFe'rtT)]'?d frolm parent to child or spouse to spouse, or States may apply the spousal impoverishment
eligibility rules.

You may wish to request a waiver thle community incomeand resource requirements for the
medically needy, as specified at 81902(a)(10)(C)(i)(Il).

B. Model Waiver RequestTo assist you in utilizing the home and community-based waiver
process to avoid unnecessary institutionalizagiod to reduce expenses, a model waiver request
(see Exhibit A)can besubmitted in addition to or in lieu of a regular home and community-based
waiver services request. You are required to offer at least one home and community-based service
under the mdel request, e.gcase management servicesou mustmeetall statutory and
regulatory requirements for waivers that were published in the Federal Regi€etober 1, 1981,
and as amended on March 13, 1985, June 1, 1988, and July 25, 1994.

Prior to April 7, 1986, you wetlanited to a total of up to 50 cases for each model request. The term

"cases" in this context was defined as 50 unduplicated recipients per waiver year. Effective April
7, 1986 through December 21, 1987, the model waiver was limited to 50 individual
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participants in thevaiver at any onéme. Effective December 22, 198model waivers may

contain up to 200 individuals at any one time. However, you are not required to serve 200 persons
under amodel waiver. Individuals whizave thewaiver may be replaced throughout the waiver
year. In submitting estimatdsr a model waiverequest, adjust your value of C to reflect the
expected turnover durirach vaiver year. Therefore, the C value of model waivers may be greater
than 200 uduplicated recipients to accommodate the replacemendieiduals wholeave the

waiver progam. Model waivers previously approved to servensiividualshowever, must be
amended should you wish to serve more individuals than were originally approved.

If ?/ou wish to use waivers tmeer larger numbers of recipients or to provide a comprehensive range
of servicesutilize the regular waiver system or subnaihothermodelrequest. This separation
betweenmodel waiver requestnd other waiver requestsll enable us to process both types of
requests more efficiently. See §84440ff for more detailed information about the waiver requirements
and the regular waiver system.
~ C. Instructions for Completing a Modélaiver Request-Many of the items in the model

waiver request (see Exhibit A) do nwed furtheinformation from you and are required by the
statute oregulations. The State official's signaturetoa request indicates your agreement and
acceptance of the particular item.
Heading. Enter the name of the State.
Item 1 No information required.
Item 2 In order to obtain approval of yonrodel waiver request, provide to recipients under the
waiver at least one home and community-based service, e.g, case management services. You may
also request approval under the model waiver request to provide other home and community-based
services; however, the addition of such services will necessitate additional documentation.
Approval to provide one or more of the following services may be requested:

o Case management services;

o Homemaker services;

0 Home health aide services;

o Personal care services;

0 Adult day health services;

0 Habilitation services;

0 Respite care services;

o Day treatment or other partiabspitalization services, psC?/chosocial rehabilitation

services andlinic servicesi\whether or not furnished in a facility) fandividuals with chronic
mental illness; and
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~ 0 Other services requested ttne Medicaid agency and approved by HCFA as cost
effective and necessary to avoid institutionalization.

Attach a complete description and definition of each service to the model waiver request that you
propose to offer. See 84442.3 for additional information about these requirements.

Home and community-based services waivers allow you to provide as medical assistance, services
not included irthe definition of "medical assistance" in 81905(a) of the Act. However, it must be
demonstrated that th@ovision of such servicesill enableyou to serve recipients more cost
effectively outside of a hospital, NF, or ICF/MR (whose costs would otherwise be reimbursed under
the State plan). Therefore services proposed to be provided in the waiver must not duplicate
services whichare provided under your State Medicaid f)lan. However, you may(ﬁrovide services
under awaiver similar tothose provided undehe Stateplan where thewre definedlifferently

under the waiver or whictliffer in amount, duration or scope from those provided in the State plan.

Item 3 Check the categorig®u wish to include under the waiver: categorically needy, optional
patle%orlcally needy, anedicallyneedy. Also checkwhich applicable targegroups you wish to
include.

You may include in a model waiver blind or disabled individuals who are eligible under the special
home and community-based waiver eligibility group included in 42 CFR 435.217. The special home
and community-based waivetigibility group specified under 42 CFR 435.217 is made up of
individuals who would beeligible for Medicaid if they were in amstitution, whohave been
determined to need home and community-based services in order to remain in the community, and
who are covered under tterms of the waiver. If you include individuals eligible under the special
home and community-based waiwadigibility group in awaiver request, imust also provide
information on the post-eligibility treatment of iIncome and resources of those individuals receiving
home and _communigl-based services furnished under a waiver. Informatjpwseligibility
treatment of income and resources must follow regulations at 42 CFR 435.726 for non-209(b) States
and regulations at 42 CFR 435.735 for 209(b) Stels§1924 of the Social Security Act for an
individual with a community spouse.

NOTE: Sectior9502(e) o COBRA and §9435(a) of OBRA 86, which apply to waivers or waiver
renewals approved before, on, or after April 7, 1986, provide that Kou may set your own
maintenance needs deduction amounts for individug®ut regard to the limits imposed
by regulations at 42 CFR 435.726(c)(1) and 42 CFR 435.735(c)(1). You must establish
a maximummaintenance needs deduction amount wiithnot be exceeded for any
individual undetthe waiver, and the maintenance needs deduction amount must be based
on a reasonable assessment of the individual's needs. Except for these restrictions, you
may establish the deduction amount for individuals at any level you choose. You may also
establish different deduction amounts for different individuals, or groups of individuals,
based on an assessment of each individual's or group's particular needs.
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The upperlimits for maintenance needs deduction amounts already established in
regulations for spouses and dependent children continue to applg. However, as with the
deduction amount foindividuals describe@bove, you may establighe deduction

amount for a spouse or dependent children based on an assessment of each spouse's or
family's needs. (See §3590.9.)

Pending publication of final regulations, spousal impoverishment eligibility rules, specified
at 81924 ofthe Act,may be used for individuals with a community spouse (whose
eligibility is determined under 42 CFR 435.217).

States have an option concerning the application of the post-eligibility rules for individuals
with a community spouse. States may agber thespousal impoverishment post-
eligibility rules specified at 81924 die Act or ther)ost-eligibility rules specified at 42
CFR 435.726. (Spousahpoverishment post-eligibility rules can be used only if the State
is using the spousal impoverishment eligibility rules.)

The spousal impovatiment post-eligibility rules provide for a more generous community
spouse anthmily allowance than the rules under 42 CFR 435.726 and 42 CFR 435.735.
The spousal protection rules also provide for some personal needs allowance (PNA)
described in 81902(q)(1) of the Act for the needs of the institutionalized individual. This
allowance is a "reasonable amount fdothing and other personal needs of the
individual...while in an institution.” For an institutionalized individual, this can be as low
as $30 pemonth. Unlike the institutionalized individual whose rooand board are
covered under Medicaid, tipersonal needs allowance of the home and community-based
waiver recipient must include a reasonable amount for &maoldshelter agell as for
clothing. The$30 monthly PNA ishot a sufficient amount for these needs when the
waiver recipient is living in the community.

Therefore, Statesvhich elect to treathome and community-based services waiver
participants with community spouses untlee §1924spousal rules must use as the
individual's personal needs allowance either the maintenance amount which the State has
elected under 42FR 435.726 or 42 CFR 435.735, or an amdhat the State can
demonstrate is eeasonable amount to cover the costs ofinbd&idual'smaintenance

needs in the community.

You may wish to provide home and community-based services to blind or disabled individuals who
are 18 years of age ssunder themodel waiverequest if you do not opt to cover them under
§1902(e¥(3 of the &t. Under this provision, you have the option of covering disabled children age
18 or under whareliving at home and whaevould be eligiblefor SSI or aState supplementary
payment, and therefore Medicaid, if they were in a medical institution. However, even if you cover
such individuals under 81902(e)(3), you may aissh tocover them under theodel waiver
request to provide home and community-based services afrechototherwise included in the
State Medicaid plan. Further, undee model waiver, Kou may also be granted a waiver of the
statewideness requirement under 81902(afthyl the comparability requirements under
81902(a)(10)(B) of the Act.
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Item 4 Check yes or no.

ltem S Attach a specific description of how the services will differ from those provided under the
State plan and providée criteriawhich distinguish these from services provided under the State
plan in terms of amount, duration and scope of services. Also attach a description of the types of
individuals you intend to serve under the waiver and any additional targeting restrictions.

ltem 6 Check yes or no. If yes is checked, show which geographic subdivisions (e.g., counties) will
be included.

Item 7. Attach adescription otthe qualifications ofthe individuals whowill be responsible for
geveloping a recipient's plan of care. Documentation requirements specified in 84442.6 must also
e met.

Item & No information required.
Item 9 No information required.

ltem 10 Check yes or no. Yfes is checked, explain in detail how such determinations will be made
and implemented. This description must include the procedure to be used, including how costs will
be estimated and compared.

Iltem 11 Enter the name of the State.

Iltem 11(a) Submitthe documentatiospecified in 84442.4B unless this documentation was
submitted to HCFAor a previously approved waiver request. If previous documentation was
provided, specifically identify the standards applicable to each provider and where they are located
in the previously approved proposal.

ltem 11(b) Submit the documentation specified in §4442.10B. You may be exempt from meeting
the independent audit requirement if you request an exemption and document the reasons, e.g., if
the cost of the audit exceeds the estimated savings of your waiver program. (See §4442.1OB%

Item 11(c) Submit the documentation specified in §4442.5B.

Item 11(d) Submit adescription of your plan fanforming eligible recipients of the alternatives
available under the waiver arltbaving recipients to choose either institutional services or home and
community-based services. The plan must describe how the client's free choice will be documented.

If you intend to limit in any way the recipient's freedom of choice to participate in the waiver or to
choosdhe provider(s) of service, separately apply to HCFA for a waiver of the freedom of choice
provisions authorized under 819tpof the Act. Procedures for this application are found in §2100.
Otherwise, the requirements of this assurance must be met.

Item 11(e) Develop an estimate, based on actual cost data, of the average per capita cost of the
individual'scare in thanstitution as compared the cost of that individual's care in the home or
community setting. These estimates are to be provided in accordance with the equation specified
in 42 CFR 441.303(f). This estte is to include cost and data for the individuals for whom you will
provide home and community-based services. Estimates of hospital or nursing home average

Rev. 70 4-471



REQUIREMENTS AND LIMITS
4443(Cont.) APPLICABLE TO SPECIFIC SERVICES 01-97

per capita costs must be drawn from actual experience and from the most recent figures entered on
the Form HCFA-2082, unleg®u have an equally reliable source of alternate data. See 84442.8 for
additional information about these requirements.

Items 11(f) and 11(g)No further information is needed.

Item 12 If you opt to provide an independent assessntBetassessment musteet the
requirements specified in 84442.11.

The heading of the application must include the name of the State and the closing must include the
signature, title and date of signature of the appropriate single State agency or State Medicaid official.

Effective for waiver requests received after September 9, 1985, the effective date for a new waiver

is established by HCFA prospectively on or after the date of approval and after consultation with
you.
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EXHIBIT A

MODEL WAIVER REQUEST
Special Targeted Home and Community-Based Services Waiver

State

Waiver Title

1. A waiver is requested for amitial 3-year period (or 5-year renewal) under 81915(c) of the
Social Security Act to provide home and community-based serviceslitaduals who would
otherwise require thievel of careprovided in a hospital, nursing facility, otermediate care
fa}cﬂrty for the mentally retarded, the cost of which would be reimbursed under the State Medicaid
plan.

2. The State requests that the following home and community-based services be included under
this waiver request:

Other home and community-based services (not available thel&tateplan) whichthe State
proposes to offer are:

A complete description andkfinition of allhome and community-based services to be provided
under this waiver iattached. (For waivers which include prevocational, educational and supported
employment services as part of habilitation services or which provide day treatment or other partial
hospitalization services, psychosocial rehabilitation services and clinic services for individuals which
chronic mental illness, see 84442.3 for required assurances.)

Rev. 70 4-473



REQUIREMENTS AND LIMITS
4443.1(Cont.) APPLICABLE TO SPECIFIC SERVICES 01-97

3. The sole purpose of thisquest is to provide authority for the State to furnish the requested
services in the home and community setting to no more than 200 individuals at any one time during
the waiver who would be Medicaid-eligible if institutionalized. These individuals will be from among
the following categories:

(a) Categorically needy _ Yes No.

(b) Optional categoricallyneedy _ Yes __ No.
(c) Medically needy Yes No.

Under authority of 819@2)(10)(A)(ii)(V1), such individuals would be eligible for Medicaid services
even if theywould otherwise beneligible for Medicaidwhile living athome because dlfie SSI
deeming rules or because of a 209(b) State's deeming rules. Such individuals include:

(d) Blind ordisabled children with ameligible parent(s) where income deemed from the
ﬁ)(arent(s) W?\lljld cause the applicant to be ineligible for SSI if the family shared a household;
es 0.

(e) Blind or disabled individuals with an ineligibdpouse where income deemed from the
ipouse woKllcd:ause the applicant to lreeligible for SSI if the family shared a household;
es 0.

(f) Blind or disabled children with aimeligible parent(s) where income deemed from the
parent(s) or the child's own income, up to 300 percent of the SSI payment amount, would cause the
appliczi(nt to be ineNIigibIe for SSI if the family shared a household; and*

es 0.

*NOTE: If a State elects to cover individuals under 3(d) through 3(h) it must include information
on the post-eligibilitytreatment ofincome and resources olfiese individuals in
accordance ith regulations at 42 CFR 435.726 for individuals in a non-209(b) State and
regulations at 42 CFR 435.735 for individuals in a 209(b) State or 8§19h4 Sbcial
Security Act.
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(g) Blind or disabled individuals with an ineligiodpouse where income deemed from the
spouse othe individual's own income, uIE)| to 300 percent of the SSI payment amount, would cause
the apﬁ)(llcant to bﬁllnellglble for SSI if the family share a household.**

es 0.

(h) Other (specify):

4. A waiver of the requirements of 81902(a)(10)(c)(i)(Ill) of the Act relating to income and resource
eligibility rules?\lpplicable in the community for the medically needy is requested. Yes
0.

5. A waiver ofthe amount, duration, and scope requirements in 81902(a)(10)(B) of the Act is
requested. (A description of hatve serviceswill differ from the Stateplan provisionand the
criteria on which this was based is attached. Also attached is a description of the types of individuals
to be served under the waiver and additional targeting restrictions.)

6. 66\ )vvaiver of the statewideness requirements in 81902(a)(1) of the Act is requested.
a No.

(b) Yes. Waivers will apply to individuals only in the
following geographic subdivisions:

7. Anindividual written plan of care will be developed by qualified individuals for each recipient
covered under this waiverThis plan of carewill describe theservices to be furnished, their
frequency, and the type of provider who will furnish them. The plan of care will be subject to the
approval of the State Medicaid agency. (A description of the qualifications of the individuals who
will be responsible for developing the plan of care is attached.)

*NOTE: If a State elects to cover individuals under 3(d) through 3(h) it must include information
on the post-eligibilitytreatment ofincome and resources tiieseindividuals in
accordancevith regulations in 42 CFR 435.726 for individuals in a non-209(b) State
and regulations in 42 CFR 435.735 for individuals in a 209(b) State or 81924 of the
Social Security Act.
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8. The servicewill not be furnished to recipienighile they areinpatients of a hospital, NF, or
ICF/MR.

9. Federalfinancial participation for services will not be available in expenditures for the cost of
room and board of a recipient except when provided as part of respite care in a facility approved by
the State (hospital, NF, foster home, or community residential facility) that is not a private residence.

10. The Statevill refuse to offer home or community-based services to any recipient for whom it
can reasonably be expected that the cosbafe or community-based services furnished to that
recipient would exceed the cost of the level of care provided in a hospital, NF, or ICF/MR.

Yes No. (If yes, a description of how this determination will be made and implemented is
attached.)
11. The Medicaid agency provides the following assurances to HCFA:

(a) Necessary safeguards have been taken to protect the health and welfare of the recipients
of the services. (A description of the safeguards is attached.) Those safeguards include:

1. Adequate standards for all types of providers that provide services under the waiver;
(a copy ofthe standards applicable to each provider of service is attached, including, if applicable,
standards established for all facilities subject to 81616(e) of the Act);

2. Assurance that the standards of any State licensure or certification requirements are
met for services or for individuals furnishing services that are provided under the waiver; and

3. Assuance thagll facilities covered by §1616(e) of the Act, which home and

community-based services will be provided, are in compliance with applicable State standards that
meet the requirements of 45 CFR Part 1397 for board and care facilities.
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(b) The agency willassure financial accountability for funds expended for home and
community-based services, provide for an independent audit of its waiver program (except as HCFA
may otherwise specify for particular waivers), and it will maintain and make available to HHS, the
Comptroller General, ootherdesignees, appropriate financial records documethiagost of
services provided undéne waiver, includingreports of any independent audits conducted. (A
description of the records and information that will be maintained is attached.)

(c) The agency will praide for an evaluation (and periodic reevaluations) of the need for the
level of careé)rovided in a hospital, NF, or ICF/MR, as defined by 42 CFR 440.10, §1919(a? of the
Act, and 42 CFR 440.150, respectively, when there is a reasonable indication that individuals might
need such services in the near future but for the availability of home and community-based services.
Written documentation of all evaluations and reevaluations will be maintained. 1A description of the
agency's plan for such evaluatiansludingthe frequency of reevaluation amtluding record
retention procedures as well as a copy of the evaluation instrument is attached.)

(d) When a recipient is determined to ldely to require thelevel of careprovided in a
hospital, NF, or ICF/MR, the recipient or his or her legal representative will be:

1. Informed of any feasible alternatives available under the waiver; and

2. Given the choice of either institutional or home and community-based services.
The agencyill provide an opportunity for a fair hearing under 42 G¥at431, Subpart E, to _
beneficiaries who are not given the choice of home and community-based services as an alternative

to hospital, NF or ICF/MR services or who are denied the service of their choice or the provider of
their choice.
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(e) The average per capiiacal year expenditures under thaiverwill not exceed 100
ercent of the average per capita expenditures that would have been made in that fiscal year for the
evel of careprovided in a hospital, NF, ®€F/MR under the State plan had the waiver not been
grantr(]ad(.j ()An explanation with supporting documentation as described in 42 CFR 441.303(f) is
attached.

() The agency's actual total expenditures for home and community-based and other Medicaid
services provided to individuals under the waiver will not, in any year of the waiver period, exceed
the amounthat would be incurred by Medicaid for these individuals in a hospital, NF, or ICF/MR,
in the absence of a waiver.

(g) The agency will provide HCFA annually with information on the impact of the waiver on
the type, amount, and cost of services provided under the State plan and on the health and welfare
of recipients. The information will be consistent with a data collection plan designed by HCFA. For
pl:jrpog,e olf this model waiver, data will be maintained on the cost and utilization of services for each
individual.

12. The agncy will provide for an independent assessment of the waiver that evaluates the quality
of care provided, access to care, and cost effectiveness of the waiver.

Yes No
Signature
Title
Date
Attachment(s)
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4444, HOME AND COMMUNITY-BASED SERVICES - PROCEDURES T®EQUEST
RENEWAL OF APPROVED WAIVERS

A. Background--Section 1915(c) afhe Social SecurityAct permits you to offer, under a
waiver of statutory requirements, an array of home and community-based services that an individual
needs to avoid institutionalization. HCFA published a final rule with comment period in the Federal
Registeron July 25, 1994 This finalrule expands coverage of Medicaid home emdlmunltK-
based services under § 1915(c}tué Social SecurityAct and responds tpublic comments that
were received as a resulttbe June 1, 1988 publication of a prolﬁ)osed rule. These regulations were
codified as 42 CFR 440.180¢ligh 440.250 and 441.301 through 441.310. These regulations allow
FFP in the cost ofvaiver services provided ke State in accordanaeth the terms of the
approved waiver for an initial 3-year period from the waiver effective date. (See 84441E.) Upon
your request, the waiver may be renewed for additional 5-year periods.

B. Renewals-Prior to September 30, 1986, waivers were granted famitzad term of 3
years and, if requested ggu and approved by HCFA, were renewed for additional 3-year periods.
Effective September 30, 1986, waivare granted for amitial term of 3 years and, upon your
request may be renewed for additional 5-year periods if HCFA's review of the prior waiver period
indicates that the assurances you made as a condition of approval have been and continue to be met.
In determining whether a waiver may be renewed, HCFA will place great weight on your past waiver
performance which is evidenced in part by the assessment conducted by the HCFA regional offices
and yourcorrection of anyesulting deficiencies. HCFill also considethe adequacy of the
assurances and documentation submitted in support of the renewal request.

C. Instructions foiSubmitting aRequest for a Waiver RenewalWaivers whichhave not
been formallyrenewed by the end of theaiver period automatically expireHCFA has no
obligation to notify you in advance that a waiver's expiration date is nearing nor to formally notify
you when expiration occurs. Ittiserefore su%gested that requests for waiver renewals be submitted
to HCFA at least 90 days, but no earlier than 180 days, prior to the end of the waiver period. This
will allow HCFA sufficient time to reviewhe renewal package and request aenmew any
additional information needed prior to the expiration of the waiver. (See 84441B.)

NOTE: The fact hat you arepreparing to submit additional information thrat additional
informationsubmitted is under review byGiA doesnot change the expiratiatate.
HCFA must approve, deny, or request additional informatiotherrenewal request
within 90 days of receipt, but GFA is not obligatedto complete action before the
expiration date if it falls withirthe 90-day time periods.

Rev. 70 4-479



REQUIREMENTS AND LIMITS
4444(Cont.) APPLICABLE TO SPECIFIC SERVICES 01-97

If within 90 days of receipt of the renewal request, HCFA is unable to make a finding, based on the
information you provided, that the assurances have been met and that the waiver is cost effective
or cost neutral, HCFA may either formally request additional information or disapprove the request.
(See 84441.D.) For waivers expiring after September 29, 1986, HCFAmagver, in doing so,
grant you up to a 90-daxtension of the current waiver to permit you the opportunity to more fully
ocument that the statutory and regulatory requirements are met without jeopardizing the continuity
of thewaiver or to submit a new waiveequest. All or part of the temporary extensiomay be
subsumed into the latest approved waiver period.

HCFA will deteeminewhether a request for renewal of existing waiver is actually eenewal
request or a request for a new waiver. If you msigaificant changes to your waiver program,
HCFA will consider it to be a new waiver. @re other handninor changes can be included in
your renewal request.

When a renewal reguest is treated as a new request and additional information is requested of you,
HCFA may extend your current waiver (thosgpiring after September 29, 1986) astially
approved for a period of up to 90 dayshié currenwaiver is about to expire. Thus, you would

have the opportunity to respondHE€FA's request without jeopardizing the continuity of the current
waiver.

If you submit arenewal request after the expiration date of your waiver, the request will be treated
as a new waiver request by HCFA.

Effective with waiver requests received after September 9, 1985, the effective date for a waiver will
be established by HCFA prospectively on or after the date of approval and after consultation with
you. Thisalso applies to renewadquests received after September 9, 1985, which are considered
by HCFA to be new requests.

Waiver renewatequests that are considered to be new requasis be limited tone of the
following target groups or any subgroup thereof that you may define:

0 Aged or disabled, or both;
o0 Mentally retarded or developmentally disabled, or both; or
0 Mentally ill.

As of October 1, 1993, waiver renewals, amendments to renewed waivers, and requests for
temporary extensions of existing waivers are to be submitted to your respective regional office.

ol D. Content of a Waiver Renewal RequeRequests for waiver renewals maentain the
ollowing:

1. Aformal request for a renewal of the existing waiver, signed by the appropriate single
State Agency or State Medicaid official.
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